When seen in September, 1920, the gait suggested that right leg was shorter than left, but no difference was found on measurement. Abduction of right hip slightly limited but painless; all other movements free and painless. On standing, right trochanter and anterior superior spine were raised half an inch. Trochanter prominent. The condition was thought to be due to a rachitic coxa vara or to a subacute infective epiphysitis.
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The joints were examined under X-rays by Mr. Magnus Redding who reported as follows: " There is no bony abnormality of the knees or ankles.
There is a moderate degree of coxa vars, deformity of both hips, more marked in the right than in the left. The deformity is situated in the necks of the femora, immediately on the diaphyseal side of the epiphyseal lines. There is no evidence of bony injury. The necks of the femora are increased in vertical depth near the epiphyseal lines, and the epiphyseal cartilages are set obliquely, so that the extremities of the diaphyses show as broad ovals instead of being seen in profile. Ossification in the epiphyses of the heads of the femora is very retarded and irregular, the heads appearing split up. These changes are more marked in the right side. The acetabula on both sides are poorly developed, and the left acetabulum shows a moderate degree of irregularity. The epiphysis of the left great trochanter also shows irregularity of ossification. The X-ray appearances suggest a bilateral condition analogous to pseudo-coxalgia" (see figure, p. 57).
The double walking calliper was fitted. in November. He is having thyroid gland 1 gr. twice a day, bynol, and ordinary diet with cream. Exercises for ten minutes night and morning.
General condition has improved and he has gained 9 lb. in weight in three months. Dr. BUCKLEY considered the amount of disability in walking shown by the patient was much greater than had been generally described and very much greater than in his own case shown at the previous meeting. It was also to be noted that the morbid process appeared to be limited to the head of the bone; the neck had escaped to a great extent; this might be due to the care that had been taken to secure rest for the limb since the first appearance of symptoms. He believed that the disorder was due to a defect in the process of ossification so that the bone was not equal to the strains which would normally be placed upon it, and something akin to a greenstick intracapsular fracture resulted. It was important in all cases carefully to examine the other bones of the limbs to detect any other evidence of defective bony development. Stress must be laid on the fact that the condition was not an arthritis; if the interior of the joint could be examined he believed it would be found to show no inflammatory changes at all; the freedom of Imovement and absence of pain were quite inconsistent with an arthritis, and the importance of this distinction had been emphasized by those American surgeons who had written on the subject. THE man when admitted to the Westminster Hospital at the age of 43, presented an aneurysm of the second and third part of the left subelavian artery, the size of a duck's egg.' He had had syphilis fourteen years before; three years before he had been in a hospital for ten months, suffering from (? syphilitic) bronchitis with profuse hemoptysis, which was however diagnosed as incurable phthisis. There was a gumma on the left clavicle, and another on the left thigh.
On April 26, 1899, Stonham, assisted by the late Percy Paton, ligatured the first part of the left subclavian artery. He first excised the inner end of the clavicle, then exposed the left common carotid ; two-thirds of an inch directly behind the carotid was the left subelavian artery surrounded by loose fat. On the outer side and below was the dome of the pleura, the subelavian and jugular veins with the thoracic duct joining to form the left innominate vein. Pulsation in the aneurysm recurred, and on June 28, 1899, the vertebral and inferior thyroid arteries were tied by reopening the previous wound upwards, also the third part of the subclavian was tied through the axilla.
The patient has been readmitted complaining of severe pain in the course of the sixth to the ninth left intercostal nerves. He is now aged 65, has a, distinctly emphysematous rigid chest; there is no sign of the former aneurysm except the scars. A skiagram of the chest, as also auscultation, has failed to produce positive evidence of a thoracic aneurysm.
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